278
TABLE 7B-1    Continued
EMERGENCY MEDICAL SERVICES 1
Hospital Emergency Department Data Elements
Data Element
Basis for Selection, Consideration
Priority Data Elements Date of Birth
Gender (M/F)
Race/Ethnicity
Mode of Transport (e.g., self, EMS, interfacility, air, ground)
Date and Time of ED Arrival Date and Time of Discharge
Disposition (e.g., dead on arrival;
died in ED; discharged home;
admitted; transferred) Diagnostic Codes (allow for reporting
multiple ICD-9-CM nosology [or N)
codes for each patient)
Procedure Codes (allow for reporting multiple CPT-4 codes for each patient)
External-Caiise-of-Injury (E) Codes
(allow for reporting multiple ICD-9-CM including site of injury)
Glasgow Coma Scale (GCS) Components
Verbal response
Eye opening
Best motor response Vital Signs (initial readings)
Pulse
Respiratory rate
Systolic blood pressure
Temperature
Relationship of age to number am
emergency events and to outco
linkage between ED and EMS Distinguish differences in types o
(and therefore service needs), £
adolescents. Assess relationship to incidence a
(implications for access to otht Distribution of cases by transport
between transport and acuity; i
between transport and outcome
response categories and criterii
established. Calculate length of time to disclu
linkage between ED and EMS Calculate length of time from arr
relationship between time, acu
disposition. Distribution of cases by dispositi
patterns; indication of acuity; i
track for need/use of further s« Distribution of conditions presen
indication of acuity. Hospitals may not currently be ci
and procedures if they do not
services;  ICD-9-CM coding i:
consuming and imprecise; alle
explored. Indication of acuity; appropriate!
resources and training used; at
may be poor. Correlation with outcomes; assc.*
needs and impact of prcvcnlio
committee strongly rccommcn
adoption of E-codes. Acuity indicator; valuable resear
application to children may nc
refinement.
Necessary element for TRISS ar for aggregated comparative ur adjustments for differences in severity are desirable; also us adjustments for illness sevcrit is based on Revised Trauma J Severity Score).S). A somewhat similar case is made for collecting certain kinds of zip code information as part of the prehospital data set. That is, even though such information is not now routinely collected by EMS agencies, it will be valuable for system evaluation, planning, and descriptive work, and the committee therefore advises that these data elements be included in routine data collection. to which illness is the reason that children (especially younger children) require emergency care, this is a major gap in the tools available to EMS-C personnel, researchers, and evaluators. In addition, measures otherwise considered reasonably applicable to the pediatric age group tend to be unreliable in infants under 2 months. therefore, the evidence about the application of trauma severity measures in triage seems to be mixed; relatively poor performance in predicting major trauma for adults will likely be worse for pediatric patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
